'I know that I am mortal by nature, and ephemeral; but when I trace at my pleasure the windings to and fro of the heavenly bodies I no longer touch the earth with my feet: I stand in the presence of Zeus himself and take my fill of ambrosia' .
-Ptolemy, Ptolemy's Almagest Cardiac surgery is the youngest and one of the most technically advanced sub-specialties in medicine. Cardiac surgery also remains one of the very few specialties with a possibility of an unfortunate and fatal outcome of death. Despite advances and none of us having any aspirations to call ourselves God, currently we are unable to give an absolute 100% guarantee of success for any cardiac procedure, however low the risk it may be, the risk is not zero. Thus, therein arises the question of 'morality of mortality' . If the balance of risk versus benefit is highly in favour of benefit, then it is worthwhile to take the risk.
Risk taking is a mature, judged decision to offer the best benefit to the patient. However, on occasions where the outcome has been unsuccessful and, apart from morbidity, an extreme outcome, that is, mortality, the morality of mortality becomes relevant.
Social norms in a family structure dictate that when there is a passing in the family, there is a period of mourning, a process of grief and grieving ably supported by family members. Similarly, in cardiac surgery, discussions at morbidity and mortality meetings (M & M), reflection on the learning points by the team, including the surgeons and incorporating lessons, and avoiding similar events in the future is a good practice. This process is much more streamlined now than ever before and there is a robust mechanism to discuss mortality in an open clear transparent, no blame culture to learn as well as admit mistakes especially in Duty of Candour.
Still the team and the surgeon are expected to take this as an event and embark not uncommonly within the next 24 hours to do another risk-taking procedure, however low but not zero. Therein also arises the question of support. Are there enough resources and is there enough support currently? In high-risk cases combining the expertise of two experienced surgeons, mentorship and other methods of minimising morbidity and mortality have helped minimise the impact. However, there still remains the question of morality.
Another aspect of the 'morality of mortality' is training. If a procedure being performed by a trainee is not going as expected, the supervising consultant takes over and avoids a near miss and, hopefully, completely avoids the fatality. However, it is still important to continue with training as obviously the legacy has to be passed on, the expertise has to be passed on and the next generation of surgeons has to be able to deal with straightforward and complex procedures. My mantra has always been convert complex into simple, keep simple as simple, avoid turning simple into complex and for that, the breadth of experience is very important. That breadth of experience that allows us the confidence to train and these trainees will become consultants and will train, thus they need to be fully confident in what they do, so that they feel confident to train.
A moral ethical dilemma also comes with the evolution of newer devices, say for example TAVI (transcatheter aortic valve implantation), a procedure that is currently limited to high-risk non-surgical cases; the ethical dilemma is that in high-risk non-surgical cases if there is a complication during TAVI, an experienced surgeon would decide to still operate given the complication may be salvageable. However, if the patient does not survive that emergency or salvage procedure, then the patient was deemed high risk for surgery anyway. If we now imagine a scenario wherein a TAVI procedure is offered to intermediate-and/or low-risk patients, who otherwise would be offered conventional surgical intervention, and a complication arises which could be minor or major, the surgeon would be expected to deal with this complication. Without experience the surgeon will find it difficult, for example, TAVI in an intermediateor low-risk group of patients causing aortic annulus tear warranting immediate surgery and the only option being to perform a homograft or root replacement. Trainees have to be trained to deal with these complications because in the future they will come across this conundrum and therein lies the danger of expanding a relatively little known device for intermediate-and lowrisk groups of patients. Also, this acts like a double whammy, the intermediate-and low-risk patients are
The morality of mortality 872872P RF0010.1177/0267659119872872PerfusionEditorial editorial2019 Editorial snatched away from the surgical repertoire; therefore, trainees do not get to perform straightforward aortic valve replacements. Inevitably, trainees in their early years as consultants will have to deal with complex complications in low-and intermediate-risk patients finding themselves stretched for experience. Balancing this risk as well as mortality should also be taken into account to expand the indications of TAVI.
My final thought for morality of mortality is that with the intense focus on surgeon's specific mortality. Highrisk patients who have the most to benefit from surgical intervention may be turned down as the surgeon may be blamed for an unsuccessful outcome. All this has to be balanced with the patient's perspective. We are here to serve the patients but we cannot be vilified in our attempts to serve the patient. Decisions are made by MDTs (multidisciplinary team meetings) and now in the United Kingdom, finally, recognition for high-risk cases to be performed by two consultant surgeons. In the event of mortality in this high-risk patient, no surgeon will be held responsible. This is an MDT decision too.
Also important are cultural and social considerations in different races, ethnicity, and families. Most importantly, acceptance of an outcome of death by family members and any reluctance may lead to investigations and complaints.
An ethical dilemma about the morality is unfolding, we have to be prepared to deal, we have to be prepared to train to deal, and we have to be prepared to set up procedures and protocols to avoid any emotionally negative impact.
